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CHAP 1ER I 
INTRODUCTION 
Significance of the Study- 
Great strides have been made in the medical treatment and control 
of tuberculosis. Research continues to develop more effective methods 
of handling this age-old all-important health problem. The discovery 
of the new antibotic drugs contributed much to the treatment of tubercu¬ 
losis. There can be no question of their value. 
Although the field of medicine has made great strides in chemo¬ 
therapy, the advancement made in psychosomatic medicine which studies the 
patient as a total personality has also contributed considerably toward 
the recovery of the ill person. Medical care includes the treatment of 
the social factors as well as the medical aspects of any illness if a pa¬ 
tient is to be adequately rehabilitated. 
The recognition of social responsibility toward the disabled dates 
back many years. However, not until more recent years has the problem 
of rehabilitating the tuberculous patient been given greater attention. 
When a person is told that he has tuberculosis, his whole world crashes 
about him. He has a disease that incapacitates him for a long time. He 
cannot remain at home. He can no longer work. He cannot enjoy his usual 
and habitual pleasures. Surely, he enters the hospital regretting to 
give up all of those things. If he gives up so much, is it not natural 
that he wonders for how long? Or he wonders if he will ever be able to 
participate actively in home and community life again? 
Rehabilitation could be the answer to many problems posed by a 
1 
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tuberculous patient. There is no specific blueprint for rehabilitation. 
It is difficult to state what definition best explains rehabilitation. 
The one given by the National Council on Rehabilitation is a very good 
one. It includes all handicapped individuals regardless of whether the 
cause be due to accident, disease or war. It defines rehabilitation as 
the "restoration of the handicapped to the fullest physical, mental, 
1 
social, vocational and economical usefulness of which, they are capable." 
The beginning of rehabilitation dates back many centuries. Although 
it was not known as rehabilitation, private organizations had undertaken 
measures corresponding to present-day rehabilitation to a limited extent. 
In the United States rehabilitation had its major support by workman’s com¬ 
pensation leaders who realized that injured employees were in need of re¬ 
training for new occupations. The Vocational Rehabilitation Act of 1920, 
however, was the activating force for the program. The scope of that law 
was expanded by amendments, and by 1943 the mentally as well as the 
physically handicapped became eligible for vocational rehabilitation. 
Special provisions were made to include the blind, war disabled civilians 
and United States civil service employees. Hie program has evolved from 
concern about national economic values to include the human and social 
values as well. It has evolved from the idea of isolated fragmentary 
activity on behalf of the crippled and disabled to the modern concept of 
2 
integrated and continuous service. Rehabilitation now encompasses the 
1 
Norvin C. Kiefer, Present Concepts of Rehabilitation in Tuberculosis 
(National Tuberculosis Association, 19481), p. 17. 
2 
Henry H. Kessler, Rehabilitation of the Physically Handicapped 
(Columbia University Press, New York, 1947), p. viii. 
3 
activities with the patient before he enters the hospital, while he is 
in the hospital, and preparation for his adjustment to community life 
when discharged. 
Rehabilitation begins even before the patient is hospitalized, at 
the time of diagnosis. It is an integral part of the treatment of the 
ill patient. It relies upon close teamwork of specialists from various 
disciplines. The physician is the leader of the team. All other services 
are based on his diagnosis, management and recommendations. Some of the 
other members include the nurse, the social worker, the occupational 
therapist, a teacher and a rehabilitation counselor, et cetera. In addition 
to other duties, the nurse also contributes by reporting to the Médical 
Rehabilitation Board the patient's general adjustment to hospitalization 
as seen in her day-to-day contacts with him. The vocational counselor, by 
means of interviews and tests, determines the patient’s interest and apti¬ 
tudes in order to help prepare the patient for rehabilitation after he is 
discharged and returned to his community. The occupational therapist helps 
with the choice of projects a patient may safely undertake. The medical 
social worker gives case work assistance to the individual plus helpful 
information relating to social, emotional, and economic needs of the pa¬ 
tient with emphasis on how those needs have been met so far and what is 
still necessary for the future. As for the patient, it is hoped that he 
will accept his illness, that he will have the determination to get well, 
and that he will be eager to exert all his energies toward cooperating 
with the hospital staff. He should feel that he has an active part in the 
total treatment plan and in his recovery. 
The Veterans Administration Hospital at Memphis, Tennessee, recognizes 
4 
the principle that the treatment of the patient "includes restoring a 
patient to optimum health, maximum freeing of him from disablement; and 
1 
enabling him to carry on his most responsible role in home and community." 
One of its services to the tuberculous veteran is Physical Medicine Rehabil¬ 
itation Service which is attempting to help the patient make the transition 
from the hospital bed, to home, and to work. Other allied services share 
responsibility for the rehabilitation program. 
The present study should be helpful in delineating the nature of the 
program at the Veterans Administration Hospital, Memphis, Tennessee, in¬ 
cluding the role of the social worker. 
Purpose of the Study 
This study was conducted in order to point out the importance of re¬ 
habilitation; to show how the Veterans Administration at Memphis, through 
its many services, helped the veteran return to his community in the best 
possible condition. Finally, this study attempted to show the importance 
of the medical social worker’s participation in the rehabilitation program. 
Method of Procedure 
In studying some of the developments in the area of rehabilitation of 
the tuberculous patient, a brief historical background of rehabilitation 
was necessary. This necessitated reviewing publications and articles in 
the field of rehabilitation and other related fields. 
A group of thirty-seven veteran patients was selected to show reha- 
Jack H. Stipe, "The Veterans Administration Social Service Program," 
(Washington, D. C., Social Service Division of Veterans Administration, 
1947), Vol. V, p. 3. 
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bilitation activities of the hospital. Uiese thirty-seven patients were 
the patients presented to the Medical Rehabilitation Board from October 
7, 1953 through December 29, 1958, in connection with their rehabili¬ 
tation. A schedule was prepared on each of these patients. Social data 
were available from social service folders maintained in the Social 
Service Office. Medical records were reviewed for pertinent informtion. 
The records kept in Physical Medicine Rehabilitation Service were used 
for information pertaining to each patient’s participation in Educational 
Therapy, Occupational Therapy, Manual Arts Therapy, and other special 
activities during his hospital stay. When indicated, appropriate hospital 
personnel were consulted for additional information regarding a particular 
case. 
Scope and Limitations 
The premise of this study was within the board area of rehabilitation. 
Rehabilitation has its beginning in educating the patient as to the mean¬ 
ing of his illness and helping him to do something about the management 
of his treatment and recovery to enable him to look forward with optimism 
and hope toward returning to a useful and satisfactory life. 
The selected thirty seven cases were the total number of veteran- 
patients who were presented to 'the Medical Rehabilitation Board during 
the period October 7, 1953 through December 29, 1953. The Medical Reha¬ 
bilitation Board usually met once a week. At these Board meetings the 
staff members included the Acting Chief, Physical Medicine and Rehabilitation 
Service, Chairman; the Executive Assistant of Physical Medicine and Reha¬ 
bilitation Service, Secretary; the Medical Social worker; the Clinical 
Psychologist acting as vocational counselor; and the patient. 
6 
'The entire group studied was known to Social Service at some time 
durihg their hospital stay. Die Social Worker participated in all of the 
Medical Rehabilitation Board meetings and had previous contact with all 
of the patients studied. 
At the time of this study sixteen of the thirty-seven patients studied 
remained in the hospital; seven had been transferred to the Rehabilitation 
Center for Tuberculous Veterans, Swannanoa Division, Veterans Administration 
Hospital, Obeen, North Carolina; four had received irregular discharges 
from the hospital; and ten had been discharged from the hospital as having 
reached maximum hospital benefit. 
Information was taken from the patients' medical, physical medicine, 
and social service records. 
Both Negro and white patients were included in the study. The study 
was limited by virtue of the fact that this hospital is for male veterans 
only. 
CHAPTER II 
GENERAL CHARACTERISTICS OF VETERANS STUDIED 
Tuberculosis has no respect for persons: it strikes the rich, the 
poor, the young and the old alike. However, its most severe blow falls 
1 
upon the young adult in which more incidences occur. The writer recog¬ 
nized this fact as sne studied the general cnaracteristics of the thirty- 
seven veterans presented to the Medical Rehabilitation Board. 
Identifying Data 
Age and Education.— The facts presented here relate to the seventeen 
white and twenty Negro male veterans appearing before the Medical Rehabil¬ 
itation Board covering the period October 6, 1953 through December 29, 1953. 
TABLE 1 








A D E COMPLETE 
High School 




Total 37 19 8 7 3 
20-24 5 2 1 2 - 
25-29 6 1 4 - 1 
30-34 14 6 2 4 2 
35-39 2 1 1 - - 
40-44 6 5 - 1 - 
45-49 1 1 - - - 
50-54 - - - - - 
55-59 1 1 - - - 
60-64 1 1 - - - 
66-69 1 1 - - - 
"^Herbert Yahraes, "Something Can Be Done About Chronic Illness," 
Public Affairs Pamphlet, 176 (November, 1951), p. 4. 
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Thirty-three of the thirty-seven veterans fell within the age range 
of twenty to forty-four. The thirty-to-thirty-four age group was repre¬ 
sented by fourteen, which was the largest number in any one category. 
Of all veterans represented, none was under twenty years of age. There 
was only one who was twenty years of age, one twenty-one years of age 
and two twenty-three years of age, and one twenty-two years of age. 
The above facts substantiate the statement that tuberculosis often 
1 
strikes between the ages fifteen and forty-five. 
The educational level in conjunction with age snows that the veterans 
furthest advanced in education fell within the age range of twenty-five 
and thirty-four. There were two who had two years of college and one with 
one year of college, four had completed high school, and six had from one 
to three years of high school education. Of the twelve falling between 
thirty-five and sixty-five, there was only one who had completed high 
school and two with seventh grade education. There were no veterans in 
the age rsnge fifty to fifty-four. The three tnat were between fifty-five 
and sixty-five had no more than a sixth grade education. See Table 1. 
One can see from this that the older men in the group had a low educational 
status with the highest grade completed having been the sixth grade. The 
younger age group reported higher educational level than the older age 
group. The percentage of persons who had completed less than five years 
2 
of education increased with age. 
Alton L. Blekeslee, TB - The Killer Cornered (New York, 1949), p. 2. 
2 
Edward Sierks, "How Long Does America Go to School?", National Tuber¬ 
culosis Association Bulletin (July, 1953), p. 113. 
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TABLE 2 
OCCUPATIONS OF VETERANS STUDIED 
Occupations Number of Veterans 
Total 37 
Professional 1 
Semi-Profe s sional 1 




Occupations.-- Grouped occupationally, sixteen of the veterans 
fell within the unskilled laborer group. This was the largest in any 
single group. Eleven of these sixteen were farm hands or worked on a 
farm; while of the remaining five, one was a laborer in a steel mill, 
one a laborer in a coal mine, the others were a shoeshiner, a rail¬ 
road laborer, and a dry cleaner. The categories into which the seven 
semi-skilled laborers fell were those of truck drivers, tire vulcaniser, 
heavy equipment operator, and a pipe fitter. The seven skilled laborers 
were in the categories of carpenter, plumber, mechanic, and tailor. The semi- 
professional one was a bank collector. The five patients in the group label¬ 
ed Others were students. The professional one was a teacher of industrial 
Arts. The findings in regard to these thirty-seven patients tend to follow 
the trend that most tuberculous patients fall in the unskilled laboring group 
10 
which is usually more than twice as high as that among skilled workers 
and clerks. Will tuberculosis creete a problem around employment for 
these thirty-seven patients? In referring to Robert Even, there is sum¬ 
marized a classification of four hundred and seventy-seven occupations 
suitable to the tuberculous patient devised by Langier Bonnardel. 
Occupations to be avoided because of excess of exertion or 
exposure to bad weather, unfavorable working conditions or danger 
of infection to others were fishing, digging, construction, peddling 
military service, mining industries, iron industries, work with 
precision stones, work with stone and fire-clay, food handling, 
teaching, personal care and domestic care. Occupations which were 
ordinarily recommended were: Industry in general, printing trades, 
textile trades, work with straw, feathers, and horse hair, wood 
industries, ordinary metal work, work with stone and casting, 
various types of commerce, banks, insurance and agencies, legal 
professions, religious occupations, companies, experts and adminis¬ 
trative services. A third group was recommended with individual 
reservations: Forestry and agriculture, leather and hides in¬ 
dustries, handling of stores and transportation.^ 
Four of the thirty-seven veterans studied nad vocational training 
under the G. I. Training program. Included were such vocations as tailor 
ing, forestry, agriculture, carpentry, cabinet making and shoe repairing. 
In keeping with Robert Even's classification of occupations advisable for 
tuberculous patients, those patients whose condition necessitated prepa¬ 
ration for change in type of employment previously engaged in should not 
present a grave problem, providing they can afford the time for further 
training. 
There was a study made by the National Tuberculosis Association 
through the State Department of Vocational Rehabilitation of former 
Robert Even, "The Occupational Adaptation of Pulmonary Tuberculous 
Patients," Reviewe de la Tuberculous, 9:126-133, 1948, Quoted in Norvin 
C. Kiefer, Ibid., pp. 141-142. 
2 
Henry P. Chagwick and Altons, Pope, The Modern Attack on Tubercu¬ 
losis (New York, 1946), p. 31. 
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tuberculous patients. This study comprised a ten-year period. 
The data show a national total of 4,913 placements in 1950, 
a gain of 3,640 over the 1941 total of 1,237. Most of the 
steadily increasing totals reflect the results of increasing 
cooperation between educational and health agencies, especially 
cooperation between the tuberculosis associations; cooperation 
between tuberculosis hospitals and state divisions of vocational 
rehabilitation has made for a steady increase in employment place¬ 
ments of former tuberculous patients.^- 
These statements and studies would indicate that the employment of tuber¬ 
culous patients is becoming less and less a problem. 
TABLE 3 
MARITAL STATUS AND DEPENDENTS OF VETERANS STUDIED 
Marital Total Number With Without 
Status Veterans Dependents Dependents 
Total 37 28 9 
Single 11 4 7 
Marrie d 21 20 1 
Separated 3 3 - 
Divor ce d 1 - 1 
Widowed 1 1 - 
Marital Status and Dependents of Veterans Studied. — Three of the 
eleven single veterans had both parents as dependents, and one had a 
parent and a sister as dependents. The remaining seven single veterans 
Ellen Lowell, "Employment of Ex-T.B.'s Registered Steady Gain," The 
National Tuberculosis Bulletin (March, 1953), p. 46. 
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had no dependents. The largest number of veterans, twenty-one, were 
married. Twelve of the married veterans had wives and children; eight 
had -wives only; and one of them had no dependents. One widower in the 
group had a dependent child, and the one divorced veteran had no de¬ 
pendents . 
Thirteen of the married men fell in the unskilled-laboring group and 
two were in the student group, labeled"Others." See Table 2 on Occupations 
of Veterans. 
Source of Income.— Due to increased medical expenses, income is sun 
important factor in the life of a tuberculous patient. 
Tuberculosis is a chronic disease and few persons are able to 
meet the cost of medical care without further financial help. 
Moreover, most patients cannot support their families throughout 
the period of financial dependency. The time involved is lengthy 
since it includes the total period of medical treatment and reha¬ 
bilitation. 1 
The Veterans Administration having recognized the need for adequate 
TABLE 4 
SOURCE OF INCOME OF VETERANS STUDIED 
Source of Income Number of Veterans 
Total 37 
VA Disability Benefits 35 
Wife and Relatives 1 
Own Savings 1 
Sophia Bloom, "Some Economic and Emotional Problems of the Tuberculosis 
Family," Reprint from the Public Health Reports (Washington, 1948), p. 2. 
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financial provisions for families of hospitalized patients, is now spend¬ 
ing much more money on hospitalization and rehabilitation of the tuber- 
1 
culous. 
The disability status of a veteran according to the Veterans Ad¬ 
ministration was classed as "Service-connected1' referring to disease or 
injury that is shown to nave been directly incurred in or aggravated by 
service, provided the incurrence or aggravation is not the results of the 
veteran's own wilful misconduct. "Won--service connected" disability refers 
to disease or injury that is not incurred in or aggravated by service and 
2 
includes those due to age. 
If the patient's condition was non-service connected he was awarded 
a pension wnen entitlement was established under regular pension laws. 
If his condition was rated as service-connected, he received compensation. 
Of the non-service connected cases, there were only two veterans who re¬ 
ceived no Veterans' Administration Disability Benefits. One, who was rated 
as non-service connected, was a widower, thirty-three years old and had 
only his savings. A sixty-one year old veteran's income was his wife's 
teaching wages and his railroad retirement pay. 
Eleven of the thirty-five veterans were single and received Veteran's 
Administration Disability Benefits only. There were twenty-one married 
veterans. See Table 3. Eighteen of the twenty-one received Veteran's 
Administration Benefits only, and one received income from relatives only. 
Ellen Lowell, "The Costly Disease," The Wational Tuberculosis 
Association Bulletin (December, 1949), p. 162. 
2 
Handbook of Information Concerning Servicemen and Veterans, ARC 207 
(Apri1 28, 1952, Chapter II), p. 8. 
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This writer feels safe in saying that, in most instances, the income 
of the thirty-seven veterans seemed to adequately supply their families' 
needs. There were only five of the entire who voiced financial problems 
during their hospitalization. 
Medical Data 
Admission Diagnosis, Treatment Plan, and Rehabilitation Prognosis.— 
The significance of early diagnosis needs no emphasis in this enlightened 
day and generation. 
Tuberculosis is a problem of protean characteristics in its mani¬ 
festations. It attacks all organs of the body at all ages, in all races 
and all climates and in all classes of society, rich and poor alike.^ 
Thirty-six of the group studied were diagnosed as having pulmonary 
tuberculosis, and one had a diagnosis of tuberculosis pericarditis, activity 
unknown. The extent of the degree of activity was classified as to whether 
it was minimal, moderately advanced, or far advanced. There were times 
when the disease was complicated by other diagnoses. There were six 
diagnoses given in the group studied. The extent of the disease influences 
rehabilitation greatly. The National Tuberculosis Association defined and 
classified the stages of tuberculosis as follows: 
Minimal—Lesions are those without demonstrable excavations and 
which are continued to a small part of either or both lungs. 
Moderately Advanced—One or both lungs may be involved, but 
the total extent of the lesion shall not extend beyong the 
following limits: the total diameters of cavities present should 
not exceed four centimeters. 
1 
H. A. Patterson, Rehabilitation of the Tuberculous (New York, 1942), 
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Far Advanced--Lésions are more extensile. 
TABLE 5 
STAGES OF DISEASE ON ADMISSION AND PRESENT 












Total 37 18 16 3 
Minimal 6 4 2 - 
Moderately 
Advanced 
10 7 3 - 
Far-Advanced 20 7 10 3 
Unknown 1 - 1 - 
$ 
Bed rest is always an integral part of treatment. 
Chemotherapy.— The treatment of disease by administration of 
chemicals or drugs which affect the causative organism un¬ 
favorable but do not injure the patient. 
^ )|( 
Surgery.— The surgical treatment of tuberculosis involving 
operative treatment of glands, joints, bones, and the like. 
jjc jje tfc 
Pneumoperitineum.— The insufflation of air into the peri- 
toniaT cavity*"for treatment of pulmonary and intestinal tuber¬ 
culosis. ® 
Table 5 shows the stages of tuberculosis of the thirty-seven patients 
studied and the types of treatments received by them. In addition to the 
diagnosis of tuberculosis, two patients were also diagnosed as having 
diabetes mellitus; two as having anxiety hysterical psychoneurosis and 
National Tuberculosis Association, Diagnostic Standards and Classifi¬ 
cation of Tuberculosis (New York, 1950), Quoted in Peggy Archie, "Social 
Evaluation of the Pre-Hospital Planning Program with Tuberculosis Veterans 
at Memphis, Tennessee" (Unpublished Master's Thesis, School of Social 
Work, Atlanta University, June, 1955), p. 16. 
^W. A. Newman Orland, The American Illustrative Medical Dictionary, 
21st Edition (1948), p. 308"! 
3 
C. V. Brownlow and Staff, Gould's Medical Dictionary, 5th Edition 
(1945), p. 1947. 
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epilepsy. The table revealed that these thirty-seven patients were re¬ 
ceiving three different types of treatments. Eighteen were being treated 
by chemotherapy only. Sixteen were being treated by chemotherapy and 
surgery. Three were receiving a combination of chemotherapy, pneumoperiti- 
neum, and surgery. The patient, whose stage of disease was unknown, re¬ 
ceived chemotherapy and surgery. Of the twenty patients in the far advanced 
group, ten received both chemotherapy and surgery, and three received these 
types of treatment plus pneumoperitineum, making a total of thirty-six in¬ 
stances in which these three types of treatment were used or an average of 
nearly two types of treatment per patient. For the moderately advanced 
and minimal cases, only three and two patients respectively received two 
types of treatment or that the majority in the group received only chemo¬ 
therapy. The moderately advanced in the group received only chemotherapy. 
The moderately advanced group and the far advanced each had seven patients 
receiving chemotherapy only. The moderately advanced group had three who 
received chemotherapy and surgery -while the far advanced group had ten who 
received chemotherapy and surgery. The three veterans receiving chemo¬ 
therapy, pneumoperitineum and surgery were in the far advanced group. Four 
of the patients in the minimal group received chemotherapy only, the re¬ 
maining two had chemotherapy and surgery. As one studies the table it is 
evident that the more advanced the disease, more types of treatment were 
required. 
Table 6 gives the number of previous hospitalizations and the number 
of months that the thirty-seven patients spent in the hospital before be¬ 
ing scheduled for the Medical Rehabilitation Board conference. The table 
shows that a total of eighteen patients had had no previous hospitalizations. 
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TABLE 6 
NUMBER OF MONTHS IN HOSPITAL (BEFORE SCHEDULED FOR THE 
MEDICAL REHABILITATION BOARD CONFERENCE) AND PRE¬ 
VIOUS HOSPITALIZATIONS OF VETERANS STUDIED 








Itoo Three and Over 
Total 37 18 11 5 3 
2-3 7 6 1 - 
4-5 2 1 1 - 
6-7 5 2 - 2 1 
8-9 4 3 1 - 
10-11 3 1 2 - 
12-13 8 3 3 2 
14-15 0 - - - 
16-17 0 - - - 
18-19 2 - 1 1 
20-21 3 1 1 1 
22 and Over 3 1 1 1 
One of these eighteen remained in the hospital three and one half years 
before he was presented to the Medical Rehabilitation Board. Ten of the 
eighteen patients with no previous hospitalizations had been transferred 
directly from the Army or Navy hospitals where they had spent from two to 
seven months. 
On the other hand, of the ninteen who had previous hospitalizations, 
18 
eleven, had been hospitalized once. Two of the five veterans with two 
previous periods of hospitalization, were hospitalized eight to nine 
months before they were presented to the Medical Rehabilitation Board. 
Two patients remained in the hospital twelve to thirteen months and then 
were presented for rehabilitation planning. One patient with two previous 
periods of hospitalization remained twenty months before he was presented 
for rehabilitation planning. The largest number of the group of veterans 
(eight) was in the hospital at least thirteen months before being present¬ 
ed to the Medical Rehabilitation Board. The next largest group (seven) 
had remained only two or three months before they were presented. The 
latter group had been transferred directly from the Army or Wavy hospital 
to this hospital where they had had several months of treatment. 
Ten of the ninteen patients with previous periods of hospitalization; 
had an admission diagnosis of far-advanced tuberculosis. Six of the 
eleven with one previous period of hospitalization had an admission 
diagnosis of far-advanced tuberculosis. One of the nineteen with previous 
periods of hospitalization had been in the hospital over three times and 
his diagnosis for this admission was far-advanced. He was ready for re¬ 
habilitation planning within ten months after this admission. One patient 
with previous hospitalization had an admission diagnosis of minimal tuber¬ 
culosis, and one had an admission diagnosis of moderately-advanced tuber¬ 
culosis . 
Nine of the eighteen patients with no previous period of hospitali¬ 
zation had an admission diagnosis of far-advanced and five had an admission 




Physical Medicine Rehabilitation Service.— Through Physical Medicine 
Rehabilitation Service, the tuberculous veteran is aided by the Veterans 
Administration to bridge the gap between hospital bed, and job, through 
physical, occupational, educational and manual arts therapy. A fundamental 
problem is that of being able to predict ultimately whether a tuberculous 
patient can be expected to successfully complete rehabilitation training 
and eventually return to sustained productive employment. Thus, the 
questions, can the patient work again? What kind of work can be do? These 
are illustrative of the type of information which is essential in evaluat¬ 
ing the results of treatment in tuberculosis. It is equally important to 
know 'whether the patient has the physical capacity to meet the physical 
demands of daily living activities such as dressing, eating, bathing and 
walking. The term has been used very loosely to indicate that the patient 
is able to engage in physical activity; however, it is rarely qualified, 
as it should be, to indicate specifically what kind of work the patient 
has tolerance for, and how much of this work the patient may do safely. 
Rehabilitation should make provisions for a physical-capacity study 
of the patient. Furthermore, the evaluation should be related to the 
physical demands vdiich are found to be characteristic of the proposed 
training or placement objective.'*' 
In most instances the thirty-seven veterans had proposed employment 
plans of their own. Most of those who did not have proposed employment 
1 
Bernard D. Daitz, "Physical Medicine Rehabilitation," National 
Tuberculosis Association Bulletin (February, 1949), p. 19. 
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plans were eligible for vocational rehabilitation training under Public 
Law 16 (amended March 24, 1953), and were advised to seek further vocational 
guidance. The vocational guidance counselor worked quite extensively with 
approximately nine of the veterans, having held from four to five inter¬ 
views with them. There were at least three patients who were advised to 
change their occupations. Four of the ten non-service connected veterans 
who did not have bheir own employment plans were referred to State Vocation¬ 
al Rehabilitation Service. 
Rehabilitation activities engaged in.— There were four sections of 
rehabilitation activities engaged in by the patient in helping him to bridge 
the gap between the hospital and a job. 
When each patient entered the hospital he was given a group classifi¬ 
cation according to the seriousness of his disease. Bach group classifi¬ 
cation designated those activities which the patient could safely engage 
in. As his condition permitted he was allowed increased-graduated acti¬ 
vities. The grouping ranged from Group I to Group VII. Those of Group I 
were usually in a serious condition; and, as the patient improved, he was 
moved to a higher grouping. The four sections of rehabilitation include: 
(1) Physical Therapy. This type of therapy (given mainly to post¬ 
operative cases) provided the patient with graded therapeutic 
bed exercise which have been developed especially to help 
prevent or minimize physical reconditioning and to promote 
scientific relaxation. It also employed testing techniques 
to obtain qualitative and quantative information relating to 
joint and muscle function. 
(2) Occupational Therapy. This type of therapy utilizes muscle 
functioning involving motor skills. It is closely connected 
to that given by other therapists. The patient engaged in 
hand work which he does lying in bed. This may start in 
Group 11. 
(3) Educational Therapy, and (4) Manual Arts Therapy. These 
21 
activities are directly related to specific vocational 
situations in the academic or industrial field. They aim 
to develop and measure capacity for work. The patient had 
reached the ambulant status. These patients in the stu<fy 
group were in Group V and were able to do graduated-manual 
work. These patients had all reached Group V when they 
engaged in manual arts. These patients could go to the 
recreational hall provided for ambulant patients, to the ]_ 
canteen, to the library as well as to take class room courses. 
Special Services provided recreational, entertainment, and mild sport 
activities that the doctor felt the patient should have. Those patients 
in Groups V, VI, and VII saw movies in the recreational hall. Some of 
the patients were disc jockeys for the hospital radio station. Other pa¬ 
tients gathered news other than those in Groups V, VI and VII. "Bed" pa¬ 
tients gathered news, acted as reporters for wards, and also represented 
the ward in the patient Council. 
All the veterans participated in one of the Physical Medicine Rehab¬ 
ilitation Services. Generally, patients participated in Occupational 
Therapy and Manual Arts Therapy as activity was increased; they graduated 
from Occupational Therapy to Manual Arts Therapy. Educational Therapy 
might have been carried along with either of the other two. Occupational 
Therapy and Manual Arts Therapy were not engaged in simultaneously. 
Physical Therapy was performed by medical prescription as were other 
therapies, but more especially used following surgery as corrective and 
preventive measures. Each veteran in the entire group was in at least 
Group V at the time he was presented to the Medical Rehabilitation Board. 
At the Medical Rehabilitation Board, it was recommended that the patient 
continue rehabilitation here through Group VII, or that he be transferred 
Mary E. Switzer, "Rehabilitation, A Public Trust," Journal of Reha¬ 
bilitation, Vol. XVIII (November, December, 1952), p. 3. 
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to Swannanoa for further rehabilitation. 
Swannanoa, a training center, is a specialized rehabilitation 
center set up by the Veterans Administration at Oteen, North Carolina, 
for rehabilitation of the tuberculous patient. A trained staff of 
doctors and other rehabilitation specialists who know the problem in¬ 
volved in treating tuberculosis, and well-equipped clinics, provide 
the means to help these patients overcome the handicap of tuberculosis, 
and bridge the gap between the hospital bed and tne work-a-day world.^ 
In a total program of tuberculosis control, complete reha¬ 
bilitation presupposes the patient's successive movements through 
a pre-hospital diagnostic phase leading to the hospital treatment 
which is followed by his return to the community. Time and again 
coordinated hospital rehabilitation services have been needlessly 
complicated or doomed to failire because of inadequate pre- or 
post-hospital services.^ 
Of the twenty veterans with a diagnosis of far advanced tuberculosis, 
one had a questionable rehabilitation prognosis because he feared that 
he was unable to undergo surgical treatment. It was stated that with 
surgery his prognosis would have been good. The prognosis of another 
was not stated. Eleven had a prognosis of good, one poor, four fair 
and two excellent. Seven of the ten moderately advanced cases had a 
good prognosis, and three had a fair prognosis. These seven patients 
had had previous hospitalizations. One of the six patients with a 
moderately advanced stage of disease had a fair prognosis and five had a 
good prognosis. See Table 7 on the following page. 
"'"Veterans Administration Pamphlet 10-6, The Swannanoa Plan (lashington, 
D. C., December, 1948). 
2 ,, „ 
Benjamin Small, Rehabilitation as a Coordinated Effort, The 
National Tuberculosis Bulletin (July, 1950), p. 103. 
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TAELS 7 
ADMISSION DIAGNOSIS AND REHABILITATION 
PROGNOSIS OF VETERANS STUDIED 









Total 37 2 24 8 1 2 
Minmal 6 - 5 1 - 
Moderately Advanced 10 - 7 3 - 
Far Advanced 20 2 11 4 1 2 
Activity Unknown 1 - 1 - - 
Includes questionable and not stated. 
Rehabilitation has meaning only in terms of an individual. It should 
be so individualized that it is always geared to the particular patient's 
needs, aspirations and capabilities. Rehabilitation relates itself to the 
idea of the patient's return to normal living. From the moment of diagnosis 
he should be encouraged in an attitude pointed toward the resumption of his 
life in the community with the aim, to forestall an insecurity that can be 
more crippling than the disability itself. Rehabilitation aims to elimi¬ 
nate such insecurity. 
Twenty-three of the veterans studied were recommended for rehabili¬ 
tation at Swannanoa, and one veteran was recommended for transfer to a 
domiciliary home. Thirteen were recommended for further treatment at this 
hospital through Group VII exercise group. A change in type of employment 
was recommended for three of the service-connected veterans. These three 
and the remaining ten who had no occupation plans were recommended for 
training under Public Law 16. Some recommendations other than those shown 
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TABLE 8 
REHABILITATION RECOMMENDATIONS AND VETERANS' 
ACCEPTANCE OR REFUSAL 
Rehabilitation 




Total 37 24 13 
Transfer to Swannanoa 23 13 10 
Transfer to Domiciliary 
Care 1 1 - 
Remain at Biis Hospital 
Through Group VII 13 10 3 
in Table 8 were: further vocational guidance, and referral to State 
Vocational Rehabilitation Services. In spite of the opportunities 
offered by Swannanoa, ten of the twenty-three patients recommended for 
transfer to Swannanoa refused and thirteen accepted. Of the thirteen 
recommended to remain at this hospital through Group VII ten accepted 
and three refused. Only one patient who accepted recommendations to 
remain through Group VII failed to follow through. This patient left 
approximately one month after the recommendation was made. A later 
chapter will bring out some of the reasons for patients' refusal to carry 
out the Medical Rehabilitation Board recommendations. The patient recom¬ 
mended for transfer to Domiciliary Care accepted and was transferred for 
such care. 
The following questions are suggested to stimulate further analysis 
of the rehabilitation of the study group: What were the reasons for the 
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recurrence of the disease of half of the patients studied? Were the 
patient's previous discharge diagnosis and prognosis influencing factors? 
Were the families prepared for the new adjustment to be made by the pa¬ 
tients and families "when they were discharged? How secure were the pa¬ 
tients in their own thinking about their disease? What was the total 
picture? 
CHAPTER III 
SOCIAL WORKERS PARTICIPATION IN 
THE REHABILITATION PROCESS 
As previously stated, when a person is told he has tuberculosis 
his whole world usually crashes about him. He has a disease which at 
best incapacitates him for a long time and is often rather frightening. 
Many times he has economic and family responsibilities which he normally 
takes seriously and which now oppress and appall him because there is no 
one to carry on for him. 
There have been in recent years increased concern and 
activity in relation to the social as well as medical problems 
of the patient. Because of this increased awareness, many more 
people are realizing that the patient’s personal life affects 
his response to medical treatment.^ 
Thus the successful treatment of the tuberculous patient 
at the present time requires that the patient be able to sus¬ 
tain cooperation with a considerable number of persons for an 
unpredictable time while threatened with unpredictable relapses 
with severe disability or with death. The chief difficulties 
of the tuberculous patient involves his feelings about and 
attitude toward being ill with a serious disease, being separ¬ 
ated from his family, being far more inactive than is usual for 
him, and being deuendent upon others.^ 
One of the first steps in rehabilitation is to awaken the patient's 
will to recover and obtain cooperation. From the first day in the 
hospital, tie patient's mind should be turned toward improvement. His 
interest in inducing the return of power by his own perseverance must be 
"Contributions of the Various Professional Groups to the Rehabil¬ 
itation of the Tuberculous," Federal Security Agency office of Vocational 
Rehabilitation, Washington, D. C. (August, 1948), p. 1. 
2 
George Saslow, "Help the TB Cooperate," The National Tuberculosis 




stimulated, and encouraged. 
The medical profession more and more realized that the physician is 
unable successfully to rehabilitate the patient without handling the 
emotional, economical, and social aspects of his illness along with caring 
for him medically. In view of the facts mentioned above the Veterans Ad¬ 
ministration has made social services an essential part of its hospital 
program. 
It is the function of the Social Service Division to facili¬ 
tate medical treatment by helping the individual patient deal with 
personal and social problems which may prevent his maximum re¬ 
covery. This is accomplished both by working directly with the 
patient and often with his family and also by furnishing the 
physician with data concerning the patient’s history which will be 
of significance to him in diagnosis and planning treatment.2 
The medical social case work is in close contact with all the other 
personnel constituting the Veterans Administration Medical Rehabilitation 
Board—the ward physician, the nurse, physical medicine and vocational re¬ 
habilitation personnel, the recreational worker—and the patient himself. 
The worker described the social and emotional factors which are contribut¬ 
ing to the nature of the patient’s response to the various opportunities 
in the hospital, also the action being taken to help the patient, family 
and the community to enable the patient to feel free to use these various 
3 
services to maximum advantages. 
The medical social worker is an essential member of the hospital team. 
1 
Olive F. Guthie Smith, Rehabilitation, Re-education and Remedial 
Exercises (Baltimore, 1943), p. 1. 
2 
’’Social Service Procedures," VA Manual 10-6, Veterans Administration 
Hospital, Memphis, Tennessee (June, 1947), p. 134. 
3 
Jack Stipe, "Social Service and the TB Veteran," The National Tuber¬ 
culosis Association Bulletin (March, 1949), p. 43. 
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While the doctor has responsibility of developing relationship with the 
patients which will help them in their anxiety about their illness, he 
accepts the specialized services of the social worker. The social 
worker's activities are adequately spelled out by Josephine W. Hirsch, 
case worker supervisor, Medical Social Work Section, Fitzsimons Army 
Hospital, Denver, Colorado: 
Social service activity includes: (1) an interview with each 
patient within a few days after admission; (2) the recording of 
social information secured from the interview and patient's 
medical chart; (3) sharing of this social information with the 
medical team; (4) following through with case work treatment of 
the discovered social problem; (5) participation in the initial 
therapy conference; (6) the correlative continuing case work 
treatment as indicated throughout the entire period of hospital 
stay.l 
The remainder of this chapter will show the social worker's activity 
with the thirty-seven patients studied. Case examples will be used for 
illustrative purposes. 
Problems Presented During Hospitalization 
It has been stated earlier in the study that half of the veterans 
studied had experienced previous periods of hospitalization. Despite a 
patient's previous hospital experience, a reception contact was held with 
him on each admission. This was initiated as soon as possible after the 
patient was admitted. Occasionally circumstances prohibited opportunity 
for a reception contact interview. However, it was made known to patients 
that case work services were available to them if they were needed. 
It is very important to the ill person to know he has somone to turn 
Josephine W. Hirsch, "The Social Worker's Role in the Medical Team 
on a Tuberculosis Service," Medical Social Work, Vol. I (Washington, D. C., 
May, 1952), p. 9. 
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to regardless of the type of problem he has. He is helped to see that 
not only is assistance given because of some financial, social or other 
family problems, but for emotional problems as well. In almost all in¬ 
stances there is fear around having the disease. Moreover, the patient 
must be able to shift and weigh values and goals and hold his ground before 
facing reality. 
Because in the not-too-distant past, the outcome of tubercu¬ 
losis was so frequently fatal, the response of persons confronted 
with the fact that they have tuberculosis is still one of alarm, 
ïhe entire self is alerted to danger and responds in fear.... 
In the first moments and days of knowledge of his diagnosis, when 
he may well withdraw into himself with his feeling still amorphous, 
the patient may find himself incapable of decision and action. He 
tends, rather, to examine past behavior and habits over and over 
again, reviewing such conduct as keeping late hours, working hard 
to achieve some too-earnestly pursued personal goal, indulging 
in excessive drinking to compensate for persistent fatigue. In 
fact he goes over and over all the detail of daily habits and 
relationships to see what in his background could have lead to 
breakdown from tuberculosis and what he might have done to avoid 
the illness that he has acquired. 
By the time the patient is admitted to the sanatorium, he has 
lived a little with his knowledge that he has tuberculosis, and he 
may have worked through his initial response of incredulity, anger 
and shock that this could happen to him. He may, as often happens, 
come into the sanatorium determined to forget or negate the full 
implications of his tuberculosis, determined to take his illness in 
the tradition of good sportsmanship. If one can penetrate the at¬ 
titudes of dignity, devil-may-care casualness, or surface sports¬ 
manship, and get to the man or woman beneath the facade with which 
he meets the world at large, one finds almost without exception an 
underlying surprise that fate has dealt this blow, together with 
a considerable amount of guilt for sins, real and imagined, that 
may have caused the descent of disease, and a profound fearfulness 
that the illness may indeed be a prelude to death. 
As the patient begins to take in the fact that he really is 
ill, that he does need care and medical treatment, and that he 
can or must give up his responsibilities temporarily, he can be¬ 
gin to work on specific pieces of the problem.... 
Regardless of the degree to which he accepted the diagnosis 
and planned well, or poorly, or not at all, each patient coming 
into the sanatorium is employed in the universal psychological 
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1 
process of adjustment to change and new experience. 
Social workers have found that, along with the doctors and nurses, 
they must devote much of the first interview or interviews to considera¬ 
tion of the patient's fear about himself: fear of death, of physical de- 
2 
formity, and crippling, of permanent incapacity. 
À part of the social worker's activity with patients which was not 
brought out here, is that the social worker began her work with the 
patient the moment she learned he was awaiting admission to the hospital. 
She did what is known as pre-hospital planning with each patient on the 
waiting list. This included a letter to the patient to show him that 
the hospital was interested in him. A letter was written to the Regional 
Office in each state in which a patient resided. A social worker visited 
the patient from the Regional Office to offer assistance with any pro¬ 
blems which may result from his illness or interfer with his coming into 
the hospital. Furthermore, there were contacts with those patients who 
came to the out-patient clinic for follow-up examinations as well as in¬ 
itiating community contacts with those who refused hospitalization when it 
was recommended. 
Although this chapter deals with the social worker's activity in 
relation to the rehabilitation process, one cannot lose sight of the 
fact that the patient should be in the process of rehabilitating himself 
1 
Pauline Miller, ’’Medical Social Service in a Tuberculosis Sana¬ 
torium," Federal Security Agency, Public Health Service, No. 133, (August 
and September, 1951), pp. 7-8. 
2 
Sophia Bloom, Community Wide Chest X-Ray Survey, Federal Security 
Agency, Public Health Service, Vo'i. 66 (February, 1951 ), p. 149. 
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at the time he receives a diagnosis of tuberculosis. At this time the 
social worker begins her part in the rehabilitation of the patient. 
The -following cases will give an overall picture of the types of 
problems which the medical social worker encountered as she helped the 
tuberculous patient face this trying experience of isolation. 
Case No. 1 
Mr. Z, a thirty-one year old farmer with three children, was 
experiencing his second period of hospitalization. He was 
frightened because of his disease. And in addition, Mrs. Z. op¬ 
posed his leaving home. Mr. Z became very lonely and decided to 
move his family to be near him. This plan meant that Mr. Z would 
have to sell his farm equipment and store the household goods. 
With the aid of the medical social worker, Mr. Z was able to do 
this. Next temporary living arrangements were made and the Z 
family moved near Mr. Z. Soon Mrs. Z found employment at a 
laundry. She did not keep within the limits of her budget and thus 
got deeper into debt. After discussing the matter with Mr. Z, the 
medical social worker referred the family to the Department of 
Public Welfare for aid in budget planning and supplemental financial 
assistance if indicated. Mrs. Z's interview at the Department of 
Public Welfare was very disturbing to her; according to her, she 
was not given any "appreciable service." In turn, Mr. Z became 
very upset which affected his response to treatment. By presenting 
the social situation to the ward physician, the patient was per¬ 
mitted opportunity to work through his problems in his own way. 
The medical social worker focused ner services in the area of 
supportive therapy and encouragement to both Mr. and Mrs. Z. However, it 
may be noted that the medical social worker functioned in the areas of en¬ 
vironmental problems and emotional problems. 
In two instances, unhappy marital relationships afforded the chief 
problem. The patients toyed with the idea of securing divorces and finally 
reached such decisions. These patients had supportive help from the 
medical social worker, who helped tnem think through their own plans. 
Often the worker gave such concrete services, such as writing letters 
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presenting his medical situation as it related to his problem. 
Because of a patient’s medical condition it often becomes necessary 
that a change in employment be recommended. If the patient is ineligible 
for training under Public Law 16 (amended March 24, 1953), the medical 
social workers made a referral to the State Vocational Rehabilitation 
Services for further advisement and help. 
Another case illustrative of the social worker's activity was that of 
Mr. J. who was confronted with a serious problem just prior to his dis¬ 
charge from the hospital. 
Case No. 2 
Mr. J. had been presented to the Medical Rehabilitation 
Board where recommendation to continue rehabilitation training 
at this hospital was made. He was also referred to State 
Vocabional Rehabilitation Service for advisement and help. Several 
months later he was ready for a maximum hospital discharge. In 
the meantime patient and wife had had several interviews with 
medical social worker relative to their housing. The family had 
received notice to vacate their present living quarters and had no 
place to go. Mr. J.'s wife was helped to file an application for 
a swelling unit with the local housing authority. This activity 
was discussed with the ward physician who suggested keeping the pa¬ 
tient in the hospital until adequate housing was available. This 
latest recommendation was rather frustrating to patient because he 
feared the teasings of his hospital mates. The medical social 
worker helped Mr. J. with these feelings, and he was comfortable 
in remaining a while longer. 
''The Medical Social Worker continued contacts with housing authorities. 
The family was given preference on basis of Mr. J.'s medical needs. Within 
a short time the family moved into one of the dwelling units and Mr. J. was 
discharged from the hospital." 
In the case of Mr. J., the worker among other things made use of com¬ 
munity resources. With Mr. J. she used local public services to help the 
patient with his problem. She also helped him with the emotional aspects 
of his problem. 'Ihe remainder of this chapter will continue to show reha¬ 
bilitation activities with the thirty-seven patients studied in relation 
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to case work functioning. 
Table 9 shows the type of problems presented by the study group 
during the period of hospitalization. The social worker’s activity in 
helping the patients solve these problems follows Table 9. 
Feeling About Having Tuberculsosis.— One type of problem presented 
by the seven of the patients studied was his feeling about his illness. 
One must therefore consider the emotional factors in tuberculosis 
from the general point of view of the reactions which occur in 
relation to any prolonged serious chronic illness. However, it is 
possible to go further than this because there are certain features 
peculiar to tuberculosis and its treatment which create specific 
types of problems for the affected individual...In spite of all the 
education and publicity which there has been about tuberculosis in 
the past decade or two, there are still many anxieties and fears 
associated with it as well as a great deal of ignorance and supersti¬ 
tion about it...The reactions of the infected individual will be 
determined by his underlying personality structure.^ 
The medical social worker is trained in this area and attempted to help the 
patient work through his feelings. 
The most frequent problems area of the group studied (seven) involved 
the patient's feelings about having tuberculosis. Some worried about how 
they were getting along and how much they could do. 
Of the seven patients requiring help in this area, one was so confused 
and fearful about his disease that he refused to go to the rehabilitation 
center at Swannanoa. The worker attempted to help this particular patient 
to over come his fears and anxieties about his illness. Through conferences 
with the doctor and others who were concerned with his condition, the 
worker secured additional information which aided in the interpretation of 
Eueene Pumpian, Mindlin, and Samuel Futterman, "The Role of Emotion¬ 
al problems in Tuberculosis," Medical and Social Aspects of Tuberculosis, 
Paper presented at the Institute for Social Workers (May, 1950), pp. 11- 
36 
the patient's problem. In turn, these interpretations were explained to 
the patient in order to give him more insight into his problem, and to 
help relieve him of his fears. Three of the se’jen patients had problems 
around family relationship end ill health of family members; these will 
be discussed later. 
Family Relationship end 111 Health of Family Member.-- Sep¬ 
aration alters all personal relationships but the loss is 
greater and is usually more keenly felt if the patient is married. 
The physical relationship is broken off and the emotional balance 
of the marriage is changed. The patient becomes more dependent 
upon the well partner for support and affections. The helplessness 
and the threat to sexuality inherent in the illness make the pa¬ 
tient especially vulnerable to the fear of losing the partner's 
love...If his partner gets along well without him, his sense of 
adequacy is threatened; if they do not get along well, he may blame 
himself. 
Here the social worker works with the patient and, if necessary, 
with his family. Some of the patients had feelings of inadequacy, some 
more dependent on their wives or felt insecure and unwanted, because of 
the lost of love and affection they once received from their wives. 
There were two patients in the group who had dominating wives. One 
patient made no decisions of his own unless his wife agreed to them, even 
though at times he felt his wife was incorrect, he did exactly what she 
said. 
One patient was separated from his wife when he entered the hospital, 
and the social worker held many interviews with the patient concerning 
his marital problems. The social worker was unable to help patient solve 
his problems which stemmed from the marital relationship. 
Frances Upham, op. cit., p. 112. 
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Another patient's family relationship had been very good with his 
wife, but he had been ill and out of the home for so long that the wife 
had prepared herself vocationally and had become very independent; thus 
he felt so threatened and displaced that he had ambivalent feelings 
about his home; he wanted to go home when he was entitled to a pass; 
but he was afraid to do so because his wife gave him very little love 
and affection when he visited. The patient's problem was discussed with 
him. The patient felt safer under the protection of the hospital. He 
received more encouragement from the worker and was helped to become more 
optimistic regarding his ability to regain his family status. Once this 
patient was posted for discharge, the social worker discussed rehabili¬ 
tation plans with him. He was afraid to accept recommendations for trans¬ 
fer to Swannanoa because of a previous relapse while he had been building 
up his work tolerance at Swannanoa. Through the social worker's inter¬ 
pretation of the patient's need for this work tolerance, the patient was 
able to accept recommendations. This patient's wife suffered from 
hypertension and was receiving medical treatment. The patient was helped 
to see that some of his wife's unwanted reactions might have been in¬ 
fluenced by her illness. She was left with the care of the child in ad¬ 
dition to being worried over the illness of her husband and herself. The 
social worker helped the patient to look at all factors in the situation. 
The patient continued to feel insecure and afraid, but looked forward to 
working through the family disharmony, with more optimism. 
In each of the five cases where there was a problem around the health 
of a family member, the social worker made a referral to an appropriate 
health or social agency in the hom6 community. In most instances a solution 
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was worked out. 
The problem around marriage involved a single veteran who wanted 
to marry but who was afraid to do so because of his illness. The patient 
spelled out his feelings about his disease in relation to marriage at 
this time with the social worker's help. The patient was able to decide 
that it was best not to consider marriage for a while. 
Four of the five patients with problems around family relationships 
had some solution in mind. Even when the problem was not completely re¬ 
solved, the patient usually found the social worker's supportive inter¬ 
views very helpful. All patients but one who presented problems around 
family relationships successfully followed through with their medical 
tre atment. 
Housing.— The problem around housing usually included the 
% 
medical social worker's helping the patient and his family in making 
temporary living arrangements for patients' families so that the fami¬ 
lies could live nearer the patients. Sometimes the social worker talk¬ 
ed with the patient and helped him see where it was best not to move 
his family. On the other hand, when feasible, the social worker help¬ 
ed the patient in planning for the family to move nearer the patient. 
One of the problems around housing involved helping a patient secure 
a house because he had been notified to vacate. See the case of Mr. J., 
page 32, Case No. 2. 
Discharge.—There was only one indication that a patient was reluctant 
leave the hospital. This patient who felt insecure in his family relationship 
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found security in the protection offered by the hospital. He was afraid 
to face the reality of returning home. He feared being transferred to 
the Rehabilitation Center at Swarinanoa in Oteen, North Carolina. He had 
had a relapse on a previous occasion. At the time of relapse, the patient 
was at Swannanoa and looked forward to a maximum benefit discharge. He 
was afraid to encounter the same disappointment. The social worker, 
through interpretation, helped him to see that it was to his advantage to 
be under personnel trained specifically in this area. The worker pointed 
out to the patient that studies had proven that the relapse which occurred 
when a patient completed his treatment at Swannanoa were few in comparison 
with those who refused the opportunity. The social worker was sympathetic 
and understanding with the patient. She helped him in seeing the total 
picture in terms of future planning. The patient was able to give up the 
protection of the hospital setting. This was an example of one patient 
with fears alpout himself and the future but other studied have shown that 
it holds true for most tuberculous patients who have anxiously waited to 
hear the doctor says "You are ready for discharge." Almost all patients 
attested to some uncertainty as to their capacity to function as adequately 
as before, when they are ready to return to the community; they wondered 
whether they would be able to maintain their gains in health; knowing how 
many patients with tuberculosis have relapses was a recurrent question. 
This is a big question for a patient who has had a relapse. Two of the 
patients studied needed help with making plans for discharge. Four of 
the thirty-seven patients left the hospital against medical advice. 
Unattachment.--Institutional care for the aged veteran who has no 
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relatives to take care of him often creates a grave problem to the pa¬ 
tient. There are times when the patient is medically ready for discharge 
but has no place to go. It is the responsibility of the medical social 
worl©r to help the patient find a home which she did in two of the cases 
studied. 
This did not create too great a problem for the sixty-one year old 
veteran who had no place to go. He could receive domicilary care, that 
type of care which is designed to provide a "home" for those medically 
eligible veterans who have a chronic disease which incapacitates them from 
1 
earning a living and who require minimal attention. However, there was 
the problem of helping prepare the veteran emotionally for accepting in¬ 
stitutional care. The aged person, even if not afflicted by marked dis¬ 
ability, may be an unhappy person and beset by many problems. Often he 
is misplaced; he is superflous; he is not wanted; he is not liked; and he 
2 
may even be hated. 
In one case the patient did not wish to accept domicilary care. The 
social worker helped this veteran accept domiciliary care. He felt that 
he would be able to get a job and find some place to stay. It was sug¬ 
gested that the patient get odd pay jobs in the domiciliary home since the 
patient had reservation about accepting charity. He wanted to feel in¬ 
dependent. The social worker, the physician, and the other members of the 
Medical Rehabilitation Board were able to help the patient realize that 
he could work and help himself to feel useful. The patient did accept domi¬ 
ciliary home care. 
"WWI Face Sheet," Y.A. Information Bulletin (August 13, 1952). 
2 
William H. Soden, Rehabilitation of the Handicapped (New York, 1949), 
p. 30. 
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Fears Around Surgery.— 
Surgery, whether major or minor, involves a difficult decision 
for any patient; and the patient's psychological readiness for an 
operation is as important as an accurate recording of his breath¬ 
ing rate. Such readiness requires a mobilization of the forces 
within oneself to face a situation that seems to threaten one's 
very life. One patient may be afraid of death, another of a crip¬ 
pling condition or a disfigurement, and still another of increased 
dependency or disability; but for most patients these fears inter¬ 
mingled with countless others will be present to some degree. Sur¬ 
gery is a crisis situation; hence it is natural for a person to have 
some conflict in facing this experience. It is not unusual for a 
patient to agree to have an operation and then consciously or un¬ 
consciously evade it in devious ways. It is also natural for him to 
fight against the helplessness involved in submitting himself to 
surgery. He may fight against the anesthesia too; for the uncon¬ 
sciousness it induces is not only symbolic of death but also of 
putting ones life entirely in the hands of another person—the sur¬ 
geon. ^ 
The medical social worker, having been professionally trained in 
understanding the emotional connotation behind surgery, tried to interview 
each patient for whom surgery was recommended. At times the social worker 
in collaboration with the physician succeeded in helping the patient 
accept surgery. Of the patients studied, the social worker worked with 
two around their inability to accept medicel recommendation for an opera¬ 
tion. She held several interviews with the patient; she talked with them 
around what meaning surgery had for them and their reason for refusing, 
and gave interpretation where needed. In spite of the physician's and 
worker's interpretation and explanation that surgery would not reactivate 
a previous medical condition, the patients were unable to accept the recom¬ 
mendation due to fears around the proposed operation. The medical social 
worker helped the patients express their fears of surgery. These fears 
Ophelia S. Egypt, "Helping the Tuberculosis Patient to Face Sur¬ 
gery," Social Case Work, XAII (March, 1954), 119. 
42 
had real meaning to the patients, they related past experiences, wnich 
to them substantiated their fears. One of these patients had guilt feel¬ 
ings about the doctor's attitude toward him because he refused surgery. 
The social worker helped the patient to realize that he had the right to 
refuse surgery if he wished, without having to fear change in the doctor's 
attitude toward them. 
Adjustment to Hospitalization.-- 
The patient who learns he has to go to the sanatorium is 
faced with a traumatic experience. He is faced with more facets 
of personal and family adjustments than most other sick people. 
The broken home also poses a serious problem for the family.... 
The severeness of the diagnosis and the many unknowns about 
the outcome of treatment add to the patient's insecurity and ap¬ 
prehensions.... Separation alters all personal relationships. 
The need is greater and more keenly felt if the patient is married, 
.... If his family gets along well without him he feels inade¬ 
quate; if they do not get along well without him, he may blame him¬ 
self. 1 
In addition, there may be problems of accepting authority from the 
doctors and others working with the patient. The patient may find diffi¬ 
culty in following hospital rules and regulations. Many times, as a result 
of being confined, a patient becomes very dependent on the hospital. Some 
even shut out responsibility and turn to invalidism. Others who resent 
authority or who blame the hospital for getting sick exhibit hostility 
and resentment by not cooperating. Others fail to cooperate because of 
their general personality make-up. Others adjust well. 
There were only four veterans in the study group faced with diffi¬ 
culty in adjusting to the hospital setting. One patient had always been 
1 
Frances Upham, op. cit., pp. 110-112. 
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very active and found it hard to accept bed rest. He occasionally felt 
it impossible to remain in the hospital. The social worker allowed the 
patient to spell out his feelings and she discussed them with him. The 
patient explained he wanted to remain in the hospital, but he was in 
doubt about getting well. He expressed many feelings about his having 
had surgery. The social worker sympathized with him and gave further 
interpretation around what it meant to the patient to aim toward returning 
home and to lead a normal way of life. The social worker held many 
supportive interviews with the patient. The patient was helped by these 
contacts with the social worker and he remained to complete treatment. He 
followed the doctor's orders but he felt that he was unable to follow 
through with activities which were recommended for him. 
The second patient needed supportive interviews to help him remain 
in the hospital. He became very dependant on the social worker because 
of his fears around his disease. The social worker found it necessary to 
work very closely with this patient in order to keep him interested in 
completing treatment. He needed much attention. 
A third patient did not like the hospital. He secured a transfer 
at his request to another hospital because he thought a more conducive 
climate would help him. The social worker helped with transportation 
plans. The patient transferred only to return within a month's time. A 
fourth patient was very demanding and resistant to authority. This re¬ 
sistance involved the lack of the patient's carrying out activities pre¬ 
scribed for patients in Group V. 
Finances.— The veteran is often faced with problems entailing finance. 
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Tuberculosis is a chronic and expensive disease and few people are able to 
meet the cost of care alone. However, there were five such problems pre¬ 
sented in the group studied. 
Only one of the group voiced a real financial problem. His problem 
concerned his wife who was receiving Aid to Dependent Children. The wife 
became employed at a laundry and could not understand why sue was ineli¬ 
gible for further aid. In the meantime she had not budgeted wisely. The 
social worker interviewed the wife and through interpretation and dis¬ 
cussion of budget planning the wife was relieved from some uncertainties 
about finances and was helped with planning. The husband was able to pay 
the debts. 
The remaining three cases encountered financial problems because they 
were not receiving compensation. One veteran's problem involved making 
arrangements for securing money to send his daughter who needed it to pay 
college tuition. The social worker, through collaboration with the Con¬ 
tact Representative often aided patients to obtain quick action on their 
claim for Veterans Administration monetary benefits by presenting social 
data showing acute financial crisis. 
Rehabilitation.— Three of the patients presented problems 
around renabilitation. One patient wanted to become a television and 
radio repairman. This patient needed help around solving a speech 
difficulty in addition to vocational guidance. Of the patients studied, 
seven planned to return to the ssme occupation; one planned to estab¬ 
lish a barber shop; two planned to return to school; and one patient was 
undecided as to what he would do. 
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Another patient's rehabilitation objectives were discussed with him. 
He was unable to see the need for further rehabilitation planning,. It 
was pointed out to the patient that he should build up his tolerance 
(test his physical capacity for work exercise) before returning to his old 
job. The patient was unable to see the need for advanced rehabilitation. 
A third patient voiced a dislike for the type of rehabilitation 
opportunities offered. He saw nothing in them of interest to him. 
There was the widower who refused to accept recommendations for trans¬ 
fer to Swannanoa because he felt that Swannanoa required too much walking. 
He explained that one leg had been operated on and he was afraid that it 
would swell if he did too much walking. The doctors explained that this 
could be remedied; but the patient believed that he could return to his 
job and regulate his own hours. In spite of the doctors' and social workers' 
interpretation around the need for building up the patient's work tolerance, 
he refused. It was finally agreed that the patient could return to his 
same occupation. Another patient would not follow prescriptions required 
by Group V patients. Eleven of the patients studied presented no problems. 
As part of her responsibility, the worker attempted an interview with 
each patient before he was presented to the Medical Rehabilitation Board. 
This board met once a week at a scheduled time. Usually at each session 
at least five patients were presented for rehabilitation planning. The 
social worker was familiar with the cases of each of tne thirty-seven pa¬ 
tients studied. 
Worker's Activity with Patient Before the 
Medical Rehabilitation Board Met 
The patient in the sanatorium usually has three major sourses of 
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anxiety: His family relationships, his feeling about his illness and 
1 
treatment, and his future after discharge. Emotional disturbances in 
any one of these areas is often displaced upon one of the other areas. 
Sometimes, too, the patient's extreme feelings about aspects of the 
medical situation were displaced expressions of deeper snxiety. Sometimes 
difficulties with hospital personnel arose from projected hostility due 
to unconscious fears of helplessness end injury or because of the need 
to remain dependent. When the patient was admitted for sanatorium care, 
the social worker interviewed the patient to ascertain his needs in order 
to help him with the services ne required. 
As earlier stated the social worker was not always successful in 
holding a reception contact with each newly admitted patient. However, 
only three of the group studied were not seen in reception contact by the 
social worker. They were later seen during their period of hospitalization. 
Twenty-one of the patients presented no problems at reception contact leav¬ 
ing sixteen who presented problems at the initial interview and the time 
of the reception contact. 
It should be stated at this point that in almost all instances a pa¬ 
tient expressed some feeling about having tuberculosis. This was natural 
because a person with tuberculosis must be isolated, and is often stig¬ 
matized; he feels he is lost to the world. Tuberculosis often puts wage 
earners and homemakers out of action, when their families badly need a 
father's income and a mother's cere. Tuberculosis robs people of the 
2 
prime of' life; thus, the patients studied needed much interpretation and 
1Ibid., p. 112. 
2 
Alton L. Blakeslee, op. cit., p. 2. 
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reassurance. The social worker successfully assisted seven of the pa¬ 
tients studied, in accepting tne regime of nospital routine and medical 
care. Some of these patients accepted their illness emotionally and 
cooperated with those working in their behalf. Others had -various pro¬ 
blems requiring more of the social worker's help. 
Another aspect of the social worker’s activity in rehabilitation in¬ 
cluded the worker's active participation during therapy conferences. All 
the physicians were present at this conference; the patients' medical 
situation was discussed. At this conference, the social worker related 
patients' reaction to hospitalization, expressed fears and confusions, and 
other medical social problems. During this conference, the social -worker 
shared information and received information from other members of the team. 
This information concerned the patients' medical needs and change in treat¬ 
ment plan, medical recommendations, et cetera. This knowledge was necessary 
for the social worker in her planning with the patient. 
Worker's Contribution to the Medical 
Rehabilitation Board 
It has been recognized earlier that the patient is in the process of 
rehabilitating himself from the time he is given a diagnosis. At this 
time the social worker begins the rehabilitation process. She worked with 
the patient around his social, emotional, and economic problems. She 
brought to the other members of the team the information she gained in 
her interview with the patient in regard to his background, his family, 
his attitudes toward his disease, his previous work interests and achieve¬ 
ments. She often aided the other members on the Medical Rehabilitation 
Board to understand certain types of behavior exhibited while the patient 
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was in the process of rehabilitation. She often conferred with the clinical 
psychologist. 
In each of the thirty-seven cases studied, the social worker spelled 
out the social situation and plans as given by the patient accompanied 
by further study and evaluation of the real social situation. For one 
patient, the social worker agreed to have a field worker study the home 
situation of a patient's family in order to give the patient's wife more 
interpretation around the patient's rehabilitation needs. The patient 
wanted more graduated rehabilitation planning, but the wife saw no need 
for it. It was felt by the board that the wife's reactions were due to 
lack of knowledge of why further rehabilitation was necessary at that time. 
The social worker presented the patient and his medical-social situation 
at the Rehabilitation Board meetings. 
In seven of the cases presented to the Medical Rehabilitation Board, 
there were no special problems. It was neoessary only for the social 
worker to pass this information on to the Medical Rehabilitation Board 
members. 
The social worker pointed up very strongly one patient's feelings of 
hostility. This particular patient, a widower, felt he should have been 
receiving monetary benefits. The social worker discussed this with him 
and referred him to the contact representative for his questions on in¬ 
surances and disability benefits. 
The Contact Representative explained that the patient was not eligible 
for monetary benefits, but the patient felt that he was. This patient was 
unable to face the reality of the situation. The worker felt that the pa¬ 
tient had feelings of hostility because the patient felt deprived of what 
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he thought belonged to him. He rationalized by using nis “bad leg" as 
the reason for not accepting further training, when actually it was his 
way of fighting back. 
The writer would like to explain that even though the majority of 
the patients in the group studied were presented to the Medical Rehabili¬ 
tation Board only once, patients were sometimes presented more than once. 
There were times when patients were presented after reaching; Group IV 
classification. It happened that the patients in this study group had 
already reached Group V classification at least and should have been ready 
for discharge within another four months. 
Worker's Activity After the Medical 
Rehabilitation Board Met 
The worker engaged in -various activities with seventeen patients 
after tne meeting of the Medical Rehabilitation Board. She usually inter¬ 
viewed all patients wno had refused recommendations. In one instance, 
tne medical social worker followed recommendations of the Medical Reha¬ 
bilitation Board by referring a patient for State Vocational Rehabilitation 
Service. This plan was discussed with the patient through the Regional 
Office Social Service. The patient accepted this type of rehabilitation 
service. 
Tuberculosis follow-up services were requested for each of the four 
patients who left the hospital against medical advice after being presented to 
the Medical Rehabilitation Board. This activity entailed sending letters 
to the Regional Office Social Workers. It was expected that they would 
visit the patients and their families to provide assistance with problems 
which might have interfered with hospitalization. 
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The social worker helped the patients with many emotional, social, 
economic, financial, or other problems confronting them. Throughout the 
hospital stay, that is, from the moment of admission until the patient 
was ready for discharge, the social worker was in the process of helping 
him to be rehabilitated. 
CHAPTER IV 
SUMMARY AND CONCLUSIONS 
Rehabilitation, as used in this study, implied treating the patient 
as a total person. The term, rehabilitation, does not carry the limited 
connotation of meeting only the physical and medical needs of the in¬ 
dividual; but, rather, it includes all of his psychological, social and 
economical problems. The disabled person cannot be viewed only in respect 
to his organic difficulties, that is, as a person who is physically in¬ 
capacitated. If he is to be rehabilitated, he must be treated as a 
personality who has human and social needs that must be met. This was ap¬ 
parent and very pronounced when the social worker attempted to help to re¬ 
habilitate the tuberculous patient in an effort to restore him to purpose¬ 
ful living and a normal compatible life. 
Rehabilitation, from the point of view given above, was a cardinal 
principle which the social worker followed. The medical staff was also 
aware of this principle; that is, the patient needs help in addition to 
his medical needs, in order to be able to solve his social, financial, 
and emotional problems. When these problems were taken into consideration 
the patient was helped toward reaping the fullest benefits from his 
medical care. The social worker's role in rehabilitation, in addition to 
helping the patient to face his illnesses, was to relate all of the as¬ 
pects of' his treatment program. These functions involved taking into con¬ 
sideration the patient's whole personality—emotional, social, psycho¬ 
logical, and economical problems. 
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Evei-y Veterans Administration Hospital provides Physical, Medicine 
Rehabilitation Services as an integral part of its rehabilitation program 
for tuberculous patients. This department included four divisions: 
physical therapy, occupational therapy, educational therapy, and manual 
arts therapy. The Social Service Department worked in close collaboration 
with Physical, Medicine Rehabilitation Services. Both departments attempt¬ 
ed to study and to treat each patient in terms of his total social, emotion¬ 
al, and economic needs. 
While the physician was helping the patient with physical recovery, 
the social worker through the use of casework techniques, took into account 
all of the emotional, social and economic problems related to the pa¬ 
tient. 
The medical social worker was professionally trained in understanding 
the impact which these problems have upon the patient's fight for recovery. 
She worked directly with the patient, often with the family, and furnished 
the physician with the relevant data concerning the patient’s history. 
These social history materials were most useful to the physician in planning 
treatment for the patient. In this connection, Josephine Hirsch, has out¬ 
lined the social worker's function: 
(1) An interview with each patient a few days after admission; 
(2) the recording of the social information secured from the 
interview and the patient’s medical chart; (3) sharing this in¬ 
formation with the medical team; (4) following through with case 
work treatment of the discovered social problem; (5) participation 
in the initial therapy conference; (6) the correlative continuing 
case work treatment as indicated throughout the entire period of 
hospital stay.-*- 
This hospital, characteristic of all veterans hospitals, was persist- 
1 
Josephine Hirsch, op. cit., p. 29. 
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ently striving to rehabilitate its tuberculous patients so that they could 
return to their respective communities, assuming roles and being capable 
of adequately meeting social demands without emotional fears. 
In studying the thirty-seven patients presented to the Medical Re¬ 
habilitation Board during the period beginning October 7, 1953 through 
December 29, 1953, general characteristics of the patient were given. 
There was also a brief description of the overall rehabilitation program. 
Moreover, consideration was given to the social worker's participation in 
rehabilitating the tuberculous patient. Her activities began with the 
patient at the time he was admitted to the hospital and continued as long 
as her services were needed. 
In the sample of thirty-seven patients, it was found that the ages 
ranged from twenty to sixty-five years of age. There were only four 
veterans whose ages fell in the age range from forty-five to sixty-five. 
lhis finding was in keeping with statistical studies that have been made, 
which point to the fact that tuberculosis is more prone to strike the 
young-adult-age group between fifteen and forty-five years of age. 
In comparing the education of the age group studied, the lowest edu¬ 
cational level was within the age range of fifty-five and sixty-five years. 
The highest educational level of the fifty-five to sixty-five-year-old 
group was grade six. Again this supported statistical data in that it 
showed that the younger age group had a higher educational level than the 
older age group studied. 
The occupations of the veterans studied showed that tuberculosis 
continued to strike mostly in the unskilled laboring group. Of the thirty- 
seven veterans studied, sixteen fell in the unskilled laboring group, 
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compared to one in the professional group, and one in the semi-profession¬ 
al group. There were six in the semi-professional group. However, five 
of the thirty-seven were classified as students. 
Eighteen of the thirty-seven patients had not experienced previous 
hospitalizations. The remaining nineteen had been confined to hospitals 
from one to three or more times. Eleven had at least one period of pre¬ 
vious hospitalization; and three had been in the hospital three or more 
times. The length of time spent in the hospital before these patients 
were presented to the Medical Rehabilitation Board varied from two months 
to twenty-five months. 
The social worker encountered eleven major problems in the total 
group studied. Problems related to the consciousness of the patient as 
having been stricken by tuberculosis covered one of the largest areas. 
Other problems involved such things as how the patient was getting along, 
the degree of activity in which he could safely engage, and his fears of 
having a relapse. The one patient presenting the marriage problem wondered 
if he should marry, and whether his having had tuberculosis would affect 
his marital relationship. Five problems evolved around family relationship; 
in one instance a domineering wife would not allow the patient to make de¬ 
cisions without her consent. Another family relationship problem included 
discussion with the patient’s wife around the importance of encouraging 
the patient to remain in the hospital. Another patient had been ill for 
svich a long period of time that he felt rejected by his wife. 
There were five problems around the ill health of family members. In 
one case the social worker referred the patient’s wife to a local agency 
to plan for medical care. In most cases some solution to the problem was 
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found with the help of the social worker. 
Problems around finances were minor ones. There were five patients 
who had such problems. Three of the five patients' problems involved 
compensation and pension rating. All three of these veterans' claims were 
favorably adjudicated. One veteran's wife was unable to budget wisely. 
The remaining veteran needed help in securing money to send his daughter 
for college fees. 
The social worker helped the two patients find solutions to their 
housing problems. One problem involving making temporary arrangements 
for the patient's wife to be near the veteran. The other involved help¬ 
ing a veteran who was ready for a discharge to secure adequate housing 
facilities. His wife had been suddenly evicted from their home. 
There were seven problems related to discharge. One patient found 
difficulty in leaving the protection of the hospital. Three needed help 
in making plans for discharge. The remaining four left the hospital against 
medical advice and were, therefore, referred to the Regional Office Social 
Worker for further help. One veteran had no relatives to whom he could go. 
Plans were discussed with the patient by the social worker. The patient 
had been recommended for domiciliary care and accepted. 
Two veterans presented fears about surgery, and the social worker 
helped them to express their fears about this and other problems which they 
presented. 
Adjustment to hospitalization often presented many problems for the 
veteran. However, only four presented adjustment problems. One veteran 
found difficulty in accepting bed rest. He left the hospital on two 
occasions and was unable to face long periods of hospitalization. Another 
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patient required many supportive interviews from the social worker in 
order to help him remain in the hospital. 
Prior to the meeting of the Medical Rehabilitation Board, there were 
only four patients who presented problems around rehabilitation. One of 
the four did not like what the hospital offered in the form of rehabili¬ 
tation; another required much interpretation as to why his work tolerance 
should be built up. He did not see the need. Another patient would not 
follow prescriptions required of patients in Group V. Approximately four 
of the thirty-seven patients had their own rehabilitation plans worked 
out in terms of employment. In most instances a veteran could receive 
training for a vocation. Few of the patients found it necessary to change 
jobs. All the patients who did not have their own employment plans worked 
out could take training under Public Law $16. 
In studying the marital status of the thirty-seven veterans, it was 
found that the majority were married (twenty-one). All but one had de¬ 
pendents. Of the eleven single veterans, four also had dependents. Three 
were separated but had no dependents; one was divorced and had no de¬ 
pendents; and, one was a widower with one dependent. 
Thirty-five of the thirty-seven veterans received Veterans Adminis¬ 
tration monetary disability benefits. Two depended on other sources for 
their income. 
Ihirty-six of the patients had been admitted to the hospital with a 
diagnosis of pulmonary tuberculosis. One had a diagnosis of tuberculous 
pericarditis with activity unknown. The patients were classified as hav¬ 
ing either minimal, moderately advanced or far-advanced stage of tuber¬ 
culosis; eighteen were diagnosed as far-advanced; six as minimal; and 
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eleven as moderately advanced. Six of these patients' diagnosis of 
pulmonary tuberculosis was complicated by other types of illnesses; heart 
disease, diabetes, epilespy, hysteria, psychoneurosis and anxiety. 
All patients received chemotherapy, sixteen were given chemotherapy 
and surgery as treatment; eighteen had chemotherapy only; three received 
chemotherapy, surgery, and pneumoperitineum. 
All patients studied remained in the hospital at least two months and 
some as long as twenty-five months before qualifying for seme advanced re¬ 
habilitation planning. Nine of the eighteen patients diagnosed as far 
advanced had good rehabilitation prognosis; and four had a fair prognosis. 
There were two in the far advanced group with a poor rehabilitation pro¬ 
gnosis and two with an excellent prognosis, while one was not classified. 
Of the twelve patients in the moderately advanced stage of tuber¬ 
culosis, eight patients had a good rehabilitation prognosis, three patients 
had a fair prognosis. The prognosis for one was not stated. Of those pa¬ 
tients in the minimal stage of tuberculosis, five had a rehabilitation 
prognosis of good, and one was given a fair prognosis. 
The social worker's contribution to the Medical Rehabilitation Board 
consisted of imparting information to other members of the Board. This 
information was given in the form of an evaluation of the social situation 
as seen by the social worker. It included information concerning the 
patient's background, his family situation, his attitudes toward his 
disease, his previous work interests and achievements. The social worker 
spelled out the social situation accompanied by further interpretation of 
the situation and the meaning it had for the patient. This information 
aided all members in making rehabilitation plans with the patient. In 
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the cases presented, the social worker pointed out the patients' various 
problems and advised the Medical Rehabilitation Board as to what had 
been done about the problems. 
The social workers' services required, after the patients were pre¬ 
sented to the Medical Rehabilitation Board, were in varying capacities. 
She helped with discharge plans with one patient. Through interpretation, 
a veteran was helped to accept recommendations to Swannanoa. Living 
arrangements were arranged for another patient. The two patients who re¬ 
fused surgery were given casework help and further interpretation. A. 
veteran's feelings about accepting domiciliary care were expressed and 
further interpretation was given by the worker. A requested report need¬ 
ed on the home situation of a patient whose wife did not understand the 
patient's need for further rehabilitation was received from the field 
worker. 3his report was made known to the Medical Rehabilitation Board by 
the medical social worker. 
There was much work to be done if the tuberculous patient was to be 
rehabilitated successfully. Aiding the patient to face the reality of hh 
disease calls for much help by the social worker, as was seen with the cases 
presented in this study. The medical social worker assisted the patient 
throughout his hospitalization. She worked with the patient before and after 
his being presented to the Medical Rehabilitation B°ard. The social worker 
did further rehabilitation planning with seventeen of the patients studied 
after the Medical Rehabilitation Board conference. 
At the end of the stuc(y, fifteen of the thirty-seven patients studied 
remained in the hospital to continue -under the hospital rehabilitation pro¬ 
gram; seven were transferred to Swannanoa Training Center for more intensive 
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rehabilitation; four had irregular discharges; ten completed rehabili¬ 
tation at the hospital and v/ere discharged as having received maximum 
hospital benefits; and one was transferred to another hospital for domi¬ 
ciliary care. 
There can be no doubt that rehabilitation pays. Authorities in the 
field are continually striving for better rehabilitation methods. In¬ 
dication of this need was seen in the thirty-seven patients studied, as 
over half (nineteen) were experiencing at least a second period of hospital¬ 
ization, and eight of these nineteen patients were experiencing a third 
period of hospitalization. Moreover, statistical studies indicated that 
the tuberculosis death rate has steadily declined since 1900. Present-day 
knowledge has put a tight rein around tuberculosis, and has turned it from 
a hopeless into hopeful disease. Control of the disease has steadily in- 
1 
creased, pushing the death rate down and the cured rate up. Therefore, 
it is not being overly optimistic to say that some day in the very near 
future tuberculosis, like small pox, will be almost entirely non-existent 
in the population 
James E. Perkins and Floyd Feldmann, You and Your Tuberculosis 




1. Name 2. Address 3. Age  Race 











7. Source of Income 
VA Disability Benefits 
Wife's Wages  
Relatives  
Public Assistance  
Other (Specify) 
8. Chief Occupabion 9. Disability Status 
Service Connected  
Non-service Connected 
10. Education 
Elementary (Check Grade Completed) 1 2 3 4 5 6 7  8 
High School (Check Grade completed)l 2 3 4 
College (Check Grade completed)l 234 
Vocational Training (Specify'!  
MEDICAL DATA 
11. ate of Admission: Mo. 
12. Previous Hospitalization: Yes 
If Yes - How many?  
13. Diagnosis at Admission 
Minimal  
Moderately advanced  
Far advanced  
Others (Specify) 






14. Treatment During Hospitalization 




Rehabil tation Planning 
16. Was Reception Contact Held with Patient? Yes No  
17. Problems Rresented at Reception Contact Interview (describe) 
a. Economic Status af Patient and Family  
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17. Problems Presented at Reception Contact Interview (describe) (cont'd) 
b. Health of Family Members  
c. Family Relationship 
d. Own Feeling about Tuberculosis 
e. Other 
f. None  
18. Did Patient Later Present Problems during Hospitalization: Yes   No 
If Yes, describe fully: 
a. Economic Status of Patient and Family  
b. Health of Family Members 
c. Family Relationship 
d. Own Feelings about Tuberculosis 
63 
18. Did Patient later present Problems During Hospitalization (Cont'd) 
e. Other 
19. How did Worker help Patient solve Problem? 
a. Supportive Interviews  
b. Referral to Community Agencies 
Department of Public Welfare 
American Red Cross  
American Legion Auxiliary  
Other (Specify)  
REHABILITATION ASPECTS 
20. Date presented to Medical Rehabilitation Board  
21. What Rehabilitation activities is patient presently engaged in?(Specify) 
a. Educational Uierapy  
b. Occupational Therapy 
c. Manual Arts Therapy 
d. Other 
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22. Medical Rehabilitation Board Recommendation 
a. Transfer to Swannanoa  
b. Transfer to domiciliary care  
c. Continue through Exercise Group 7 here 
Why? ' 
23. Did Patient accept Recommendations? Yes Mo 
If No, give patient’s reasons in detail  
24. Was Patient referred to State Vocational Rehabilitation Service? 
Yes  No  
Give results if referred 
25. Workers contribution to the Medical Rehabilitation Board 
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